We report a case of intraocular mycosis fungoides in a 48-year-old man. The patient presented with decreased visual acuity, white subretinal lesions, and vitritis. Post-mortem histopathology revealed malignant T cell infiltrates consistent with mycosis fungoides in the retina, vitreous, and between the retinal pigment epithelium (RPE) and Bruch's membrane. Focal atrophy of the RPE, along with the sub-RPE infiltrates, correlated with the clinically visible fundus lesions.
Mycosis fungoides is a cutaneous T cell lymphoma, which can progress to generalised disease.' It commonly presents with a long phase of 'premycotic' skin lesions. These progress to patches on the skin, which may or may not become plaques, and eventually tumours. 2 The clinical course of skin involvement varies from chronic to rapidly progressive, and is unpredictable.3 Systemic involvement is late in the course of the disease, and usually involves the lymph nodes, liver, spleen, and/or central nervous system.4 Because the majority of patients develop the disease between the ages of 40 and 60, many of them die of unrelated causes before the disease becomes widespread.
Eyelid and conjunctival involvement is not unusual in the course of mycosis fungoides.'
Other external ocular involvement has been reported, including cornea,6 caruncle,7 sclera,6 and orbit.8 Intraocular lesions are rare, and only a few individual cases have been reported. Only one of the previous reports records both the clinical and pathological appearance of intraocular mycosis fungoides.9
We present here a patient followed up closely for an ocular disease that resembled fungal endophthalmitis but was histologically proved to be mycosis fungoides.
left. The left eye showed anterior uveitis, and severe vitritis with active retinitis in the posterior pole (Fig 2) . The left eye had also developed a conjunctival perilimbal nodular yellow infiltrate (Fig 3) . A presumed diagnosis of candida chorioretinitis was made, and the patient was treated with intravitreal amphotericin and oral ketoconazole. Cultures and stains of vitreous biopsies were negative, and oral ketocanazole was continued. By 5 December the right eye also developed a small white lesion in the macula (Fig 4) Microscopically the dermis displayed a diffuse infiltrate of small lymphocytes plus occasional larger cells with bizarre hyperchromatic nuclei. In some areas there was infiltration into the epidermis, though discrete microabcesses were not identified. There was heavy lymphoid infiltrates within the cortex ofthe left kidney which extended to the surface and infiltrated perinephric tissues. A similar lymphoid infiltrate was seen in the myocardium and testis. Lymph nodes from the periaortic region also showed efface- ment of the architecture by a similar infiltrate, which extended widely into the surrounding fatty tissue. Immunocytochemical markers indicated that the infiltrate was predominantly composed of T lymphocytes.
The histological appearances were consistent with a T cell lymphoma arising in mycosis fungoides and leading to diffuse visceral infiltration.
OCULAR HISTOPATHOLOGY
Both eyes showed similar findings, these being more pronounced in the left eye. Anteriorly the eyes were normal. The striking feature in the posterior segment was the presence of abnormal lymphocytes, which were consistent with mycosis fungoides, between Bruch's membrane and the retinal pigment epithelium (RPE). The cells had scanty cytoplasm and large pleomorphic nuclei with convoluted borders (Fig 5) . The infiltrate formed a diffuse layer, 1 to 15 cells thick, under the equatorial and peripheral RPE, and also extended a short distance under the pars plana epithelium. The thickness of this infiltrate varied throughout the specimen and often changed abruptly from sparse to dense. The overlying RPE showed variable focal degeneration and atrophy (Fig 6) . The retina contained loose focal infiltrates of lymphomatous cells in the nerve fibre layer and ganglion cell layer, particularly round the retinal vessels (Fig 7) . The outer retinal layers were normal. The choroid had a mild diffuse infiltrate of similar abnormal lymphocytes (Fig 8) . Lymphomatous cells also infiltrated the small amount of vitreous base which remained after the vitrectomy (Fig 9) . The ciliary body, iris, and episclera contained a slight lymphocytic infiltrate but no large lymphomalike cells.
The optic nerve and conjunctiva were not available for examination.
IMMUNOHISTOPATHOLOGY
The isolated cell population found between the RPE and Bruch's membrane was studied further by immunoperoxidase stains on paraffin sections. There was a positive reaction for the leucocyte common antigen (PD7) and two pan-T cell markers (L60, A6). The pan-B marker (L26) was non-reactive, which would be unusual in a benign lymphoid infiltrate. Therefore the find-ings indicated exclusive T cell proliferation consistent with involvement of the eye by micosis fungoides. 4 '1 Ophthalmologists asked to see patients with extracutaneous mycosis fungoides need to consider strongly the possibility of intraocular malignancy. Radiotherapy has successfully treated an orbit infiltrated by mycosis fungoides. 16 There has also been a report of focal radiotherapy to an involved caruncle with complete resolution.7 Perhaps focal radiation to the retina and choroid could be given in an attempt to preserve vision in patients with intraocular He -~mycosis fungoides. 
